UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF MEXI CO REGQ ON

ACCIDENT INVESTIGATION REPORT
For Public Release

1. OCCURRED | STRUCTURAL DAMAGE

DATE: 19-MAY-2018 TIME: 1323 HOURS | |CRANE
. OTHER LI FTI NG
2. OPERATOR Anadar ko Petrol eum Corporation [T|pAMAGED/ DI SABLED SAFETY SYS.

REPRESENTATI VE: X|I NCI DENT >$25K Equi pnent Darmmage
TELEPHONE: B H2S/ 15M N. / 20PPM

CONTRACTOR: Nabors O fshore Corporation |_|REQUI RED MUSTER

REPRESENTATI VE: | |SHUTDOWN FROM GAS RELEASE
TELEPHONE: | |OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SITE AT TI ME OF | NCI DENT:

] PRODUCTI ON
X| DRI LLI NG
4. LEASE: GL1081 —‘égsg?é_'ﬁ‘m
AREA:  GC LATI TUDE: |
_ | HELI COPTER
BLOCK: 645  LONG TUDE: [ | MOTOR VESSEL
| PI PELI NE SEGVENT NO
5. PLATFORM A(HOLSTEI N SPAR | OTHER
RIG NAVE: HOLSTEIN SPAR RI G
6. ACTIVITY: EXPLORATI ON( POE) 9. CAUSE:
DIS\&E:E/O;(I\;EDI\H'/ PRODUCTI N [ | EQUI PVENT FAI LURE
2 TYPE: ( ) X| HOMAN ERROR
' ' | EXTERNAL DANAGE
[]JH STORI C I NJURY | SLI P/ TRI P/ FALL
REQUI RED EVACUATI ON 2 | VEATHER RELATED
LTA (1-3 days) | | LEAK
LTA (>3 days | UPSET H20 TREATI NG
RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) 2 || OTHER
Qher Injury 10. WATER DEPTH: 4340 FT.
FATALI TY :
PLLUTI ON 11. DI STANCE FROM SHORE: 119 M.
FI RE
12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.
LWC [] HI STORI C BLOADUT
UNDERGROUND 13. CURRENT DI RECTI ON:
SURFACE SPEED: M P. H.
DEVERTER
SURFACE EQUI PMENT FAI LURE OR PROCEDURES 14. SEA STATE: FT.

COLLISION  [JHSTORIC []>$25K  []<=$25k 15 PICTURES TAKEN.
16. STATEMENT TAKEN:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

On May 19, 2018, an incident occurred on board the Hol stein Spar Rig working for
Anadarko in Green Canyon Block 645. Wile utilizing the lateral support guide frame
(LSG as a work platform the drill crew began operations to rig down the bl ow out
preventers (BOP s) and high pressure riser on the A-8 well. During this operation
the LSG fell approximately 17 feet after two enpl oyees renoved the nuts that bolted
the frame to the riser. Both enployees were injured and sent in on a nedi vac

heli copter for further nedical treatnent.

On the norning of May 19th, the day drill crew began the process of renoving the BOP' s
fromthe conpleted A-8 well. The crew involved consisted of the Tool pusher, Driller
Assistant Driller (A D), a Derrickhand, a Shakerhand and (2) Fl oorhands. Prior to
conmrenci ng work, a Job Safety Analysis (JSA) was reviewed and signed by the crew.
Attached to the JSA was a four page, step by step procedure to nipple down the BOP s
and the high pressure riser. The Driller net with the drill crew that was perfornng
this task on the BOP deck and gave instructions on how to conplete the procedure, up
to connecting the lifting cap on the high pressure riser. He also instructed the crew

to stop once the Iifting cap was secured. He woul d return prior to starting the next
step in the procedure and give further instructions. Once the riser cap was bolted
onto the riser, the Driller proceeded back to the BOP deck and met with the drill crew

and service technicians to discuss the plan forward.

After meeting with the drill crew, the Driller proceeded to the drill floor to | ower
the wire rope slings through the rotary table using the drawworks and traveling bl ock
Once the high pressure riser cap was secured, the wire rope slings were | owered and

shackled to the riser cap as instructed. The Driller heard a | oud noise while
poweri ng down the drawworks and proceeded to the BOP deck to investigate the sound.
Upon arrival, the he saw that the LSG frane had dropped approximately 17 feet to the
nmezzani ne deck bel ow. One enpl oyee was found being assisted off the top of the frane
by two service technicians using a | adder, and another enpl oyee had fallen an
additional 9 feet to the nezzani ne deck. Both enployees were injured fromthe fal

and were transported by medivac to a hospital for further medical eval uations.

The Bureau of Safety and Environnental Enforcenment (BSEE) investigation team conducted
the initial onsite investigation on May 19, 2018. The team coll ected evi dence, took
phot ographs, collected statenents fromw tnesses, and interviewed personnel invol ved.
It was discovered that once the riser cap was bolted in place and the wire rope slings
secured to the riser cap with shackles, the Tool pusher instructed two drill crew

enpl oyees to start renoving all but 4 of the 1 ¥¥ nuts on the sixteen studs that were
hol di ng the high pressure riser to the LSG frame in place. The drill crew enpl oyees,
one a Floorhand and the other a Shakerhand, renoved all of the 1 % nuts fromthe

si xt een studs. This direction fromthe Tool pusher contradicted what the Driller

di scussed with the drill crew prior to the Tool pusher arriving on the BOP deck. Once
the I ast nut was renoved, the LSG frane dropped with both crew nenbers standing on it.

During interviews, BSEE Investigators |earned that the Tool pusher had not read the JSA
or the procedure prior to the incident. He had signed the docunentation, but did not
actually read the docunents until after the incident. He had been pronoted from Deck
Foreman only five days prior to the incident, and had never been involved with this
procedure before. BSEE Investigators also |learned that the Driller was the only
menber of the crew that had experience with this task, but the crew di sregarded his
instructions to not renove any bolts because the Tool pusher instructed themto do so.
According to interviews, the crew felt that since the Tool pusher was the Drillers
supervi sor, they nust follow his orders as he nust have known what needed to be done.

The Tool pusher arrived to the work site after the Driller went to the drill floor, and
instructed crew nenbers to renove the bolts fromthe high pressure riser to the LSG
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For Public Release
frane. This was against the Drillers instructions, and nost notably it was out of
step with the procedure. During interviews with BSEE' s investigation team it was
noted that one of the Floorhands involved with the procedure told the rest of the crew
that the Driller had instructed themto only install the lifting cap on the riser and
to not renove any bolts. He told the crew that they shouldn’t be renoving the bolts,
but they proceeded regardless. It was later |learned that this Floorhand had felt the
LSG frame shift while it was being unbolted and he noved outside of the work area
whi l e the ot her Floorhand and Shakerhand continued unbolting the high pressure riser
fromthe LSG frane.

The correct procedure for renoving the riser fromthe LSG frane woul d have been to
bolt the lifting cap onto the riser, release the riser fromthe wellhead, lift the
riser and LSG frame until the lateral support dogs could be pulled into place, pul

out the support dogs, lower the riser and LSG franme onto the beans at which point the
LSG and Ri ser woul d be supported, renmove the nuts fromthe studs holding the riser to
the LSG and pull the riser out of the LSG frane. At the Tool pusher’s instruction
the crew unbolted the nuts fromthe studs holding the riser to the LSG before the LSG
frane was supported by the dogs. The failure to follow the planned procedure
triggered the incident and | eft two enpl oyees injured.

18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

- Failure to follow the planned procedure.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:

- Conflicting instructions fromthe rig's nmanagenent. The Driller gave instructions
for the crew to not renove any bolts fromthe riser and LSG frane, but the Tool pusher
gave instructions for the crewto renove the bolts

- Failure to stop work when instruction was given that was not in line with the
pl anned procedure.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

21. PROPERTY DAMAGED: NATURE OF DAMAGE
Lateral guide frame, handrails, cable trays Lateral guide frame, handrails, cable trays
ESTI MATED AMOUNT ( TOTAL) : $81, 000

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The Houma District has no recommendations for the Office of Incident Investigations at
this tinme.

23. POSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES
24. SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE
One INC was issued as follows:
G 110: On May 19, 2018, 2 enployees were injured while not follow ng procedure. The

enpl oyees were renoving the nuts supporting the high pressure riser to the |ateral support
frane which allowed the frane to fall approxinately 16 feet to the nmezzani ne deck
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28. ACCI DENT | NVESTI GATI ON .
25. DATE OF ONSI TE | NVESTI GATI ON: PANEL FORMED: NO For Public Release

19- MAY- 2018 OCS REPORT:

26. | NVESTI GATI ON TEAM MEMBERS:
Josh Naquin / Paul Reeves /

29. DI STRI CT SUPERVI SOR:
Bryan A. Domangue

APPROVED
DATE: 27-JUL- 2018
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